We examined efforts to engage marginalized populations in Ontario Community Health Centers (CHCs), which are primary health care organizations serving 74 high-risk communities. Qualitative case studies of community participation in four Ontario CHCs were carried out through key informant interviews with CHC staff to identify: (i) the approaches, strategies and methods used in participation initiatives aimed specifically at engaging marginalized populations in the planning of and decision making for health services; and (ii) the challenges and enablers for engaging these populations. The marginalized populations involved in the community participation initiatives studied included Low-German Speaking Mennonites in a rural town, newcomer immigrants and refugees in an urban downtown city, immigrant and francophone seniors in an inner city and refugee women in an inner city. Our analysis revealed that enabling the participation of marginalized populations requires CHCs to attend to the barriers experienced by marginalized populations that constrain their participation. Key informants outlined the features of a 'community development approach' that they rely on to address the barriers to marginalized peoples' involvement by strengthening their skills, abilities and leadership in capacity-building activities. The community development approach also shaped the participation methods that were used in the engagement process of CHCs. However, key informants also described the challenges of applying this approach, influenced by the cultural values of some groups, which shaped their willingness and motivation to participate. This study provides further insight into the approach, strategies and methods used in the engagement process to enable the participation of marginalized populations, which may be transferable to other health services settings.
INTRODUCTION
Major social and political trends, starting in the 1970s and 1980s, both in Canada and internationally, have influenced calls for the participation of marginalized populations in decisions about health services. These trends have been driven largely by public demands for greater responsiveness of health professionals and policy-makers to the health of underserved and marginalized populations who are at an increased risk for poor health. In the Alma Ata Declaration of 1978, primary health care (PHC) was proposed as a new model of health care delivery that highlighted social justice and equity in the delivery of health services and primary care and focused on community participation in health services planning and delivery (WHO, 1978) . Almost a decade later, the Ottawa Charter for Health Promotion of 1986 was introduced which incorporated the PHC perspective within a broader framework for health promotion that advocated for community capacity and empowerment as a vehicle for community action (WHO, 1986) . While the international statements described above detail the benefits of and need for community participation in health services planning and decision making, scholars have argued for more robust evaluations of community participation initiatives for their effectiveness in engaging marginalized populations (Baatiema et al., 2013) . These international statements provide little specificity about how community participation is to be operationalized for marginalized populations, yet they are widely accepted within health service organizations and shape their motivation for carrying out community participation initiatives with these populations (Laverack and Labonte, 2000; Morgan, 2001) .
To better understand how health service organizations carry out participation initiatives with marginalized populations, we carried out a series of case studies to identify: (i) the approaches, strategies and methods used in participation initiatives aimed specifically at engaging marginalized populations; and (ii) the challenges and enablers for engaging these populations. The case studies examined efforts to engage marginalized populations in the design of health services and programs within Ontario Community Health Centers (CHCs), which are community-based PHC organizations serving 74 high-risk communities throughout the Province of Ontario. Ontario CHCs provided a particularly rich setting to study community participation initiatives with marginalized populations, which is a core principle of their organizational culture, and given their mandate to provide essential PHC through programs and services to marginalized populations. Community participation initiatives at the CHCs are grounded in a community development approach-a process for increasing the capabilities of people to articulate and address community health issues and to overcome barriers to achieve improved health outcomes (Laverack and Labonte, 2000) . We define marginalized people as individuals who are socially and economically excluded from their society in which they live by race, class, gender, socio-economic status, ethno-cultural identity, age or other stigmatized identities (Jenson, 2000; Lyman and Cowley, 2007) that are enforced by mechanisms of oppression, patriarchy or stigmatization (Hall, 1999; Vasas, 2005; Lyman and Cowley, 2007) .
CONCEPTUALIZING COMMUNITY, PARTICIPATION AND MARGINALIZATION
There are two significant knowledge gaps in the broader community participation literature. First, there is limited empirical evidence about the characteristics of participation initiatives seeking to engage marginalized populations, which appears to be influenced by conceptual ambiguity about the terms 'community' and 'participation'. The community participation literature in the health field often uses the term 'community participation' vaguely without acknowledging that communities are composed of diverse groups, who may each have different health needs, values and perspectives on health (Cooke and Kothari, 2001, pp. 5-6) . Considerable challenges in defining community have been noted in the literature. Currently, the term community has two general meanings. The firstand relatively recent usage-refers to social ideals of solidarity, sharing and consensus. The second meaning of community refers to a geographically defined grouping of people (Amit and Rapport, 2002) . Marginalization-what community participation efforts seek to address-has also been superficially conceptualized. Marginalization is a multi-layered concept, and individuals can be marginalized at certain stages of the life cycle and for different reasons. For instance, the marginalized status of adults may increase as they become elders. Marginalization can also be experienced by those who are born into particular minority groups (e.g. Roma people) (Lyman and Cowley, 2007) .
A second critical knowledge gap is related to the limitations of existing frameworks and typologies of community participation that have been guiding practitioners in their community participation efforts with marginalized populations. In portraying community participation as occurring sequentially, within discrete and unambiguous phases, current frameworks and typologies ignore that community participation is shaped by the social and cultural context of these populations (e.g. social norms, beliefs and values) (Arnstein, 1969; Rifkin et al., 1988; Cornwall, 2008) .
More recently, public engagement scholars have argued that community participation is contextual and situational, suggesting that the process of participation cannot be reduced to discrete categories or phases (Abelson, 2001; Thurston et al., 2005; Butterfoss, 2006; Draper et al., 2010) . Also, the diversity within marginalized groups suggests that a 'one-size-fits-all' approach is not appropriate (Draper et al., 2010) . More than one approach can be used in a defined community, and the approach or method(s) will vary depending on the socialcultural characteristics of the population(s) involved, organizational resources available and the health issue being addressed through the community participation initiative.
These knowledge gaps suggest that, in order to support practitioners and decision makers seeking to engage marginalized populations, rigorous methods are needed to assess the effectiveness of different participation modalities that can be applied in a variety of settings and with different marginalized groups (Laverack and Labonte, 2000; Boyce, 2001; Burton et al., 2006; Butterfoss, 2006; Draper et al., 2010) . In doing so, the benefits of participation stated in international PHC and health promotion policy statements can also be assessed (Cooke and Kothari, 2001 ).
METHODS
We carried out a qualitative comparative analysis of four in-depth case studies of community participation initiatives in Ontario CHCs. In particular, we explored the approaches, strategies and methods adopted by CHCs for engaging marginalized populations, to inform the criteria against which community participation initiatives might be evaluated in the future.
The use of multiple case studies allows for an in-depth exploration of how one type of local health service organization-the CHC-engages marginalized populations in the planning of and decision making about health services (Ayres et al., 2003; Yin, 2009, p. 46) . This study was approved by the Hamilton Health Sciences/Faculty of Health Sciences Research Ethics Board (HHS/FHS REB) of McMaster University.
Selection of cases
The selection of cases involved a two-stage approach, both of which used a maximum variation sampling strategy (Patton, 2002; Maxwell, 2005, p. 89) . A first level of sampling involved the selection of CHCs to study the phenomenon of interest (community participation initiatives with marginalized populations in Ontario CHCs) in varied settings. The 74 CHCs in Ontario are established in urban, rural and northern communities, providing services to populations with a higher risk of developing health problems such as low-income individuals, newcomers and immigrants, seniors, youth, homeless people and Aboriginal populations (Association of Ontario Community Health Centres, 2011). The CHCs selected for inclusion (Table 1) were chosen based on our interest in representing important variations in the following characteristics: geographical representation (i.e. selecting CHCs in urban and rural areas), and community representation (i.e. selecting CHCs that serve different types of marginalized populations, such as immigrants, newcomers, women and seniors). In order to select CHC case-study sites, we used information obtained from Ontario CHC websites (e.g. demographic profile of the populations served, priority populations of each CHC, community participation mandates, values or principles for engaging marginalized populations). Four out of 74 CHCs in the province were selected for the case study analysis.
A second level of sampling involved the selection of one community participation initiative from each CHC site, which provided opportunities to bring marginalized populations together in the planning of and decision making about health services and/or programs. Selection of the initiatives (Table 2 ) was informed by a review of internal CHC documents and in consultation with a key contact person from each CHC site. These initiatives were also selected in order to maximize the differences according to the marginalized populations(s) engaged (i.e. rural, immigrants and refugees, immigrant and francophone seniors and immigrant and refugee women) and the various participation techniques and methods that were used (i.e. focus groups, café tables and storytelling conversations).
Data collection
Data were collected from key informant interviews and qualitative document analysis of publicly available and internal documents from each CHC to promote an in-depth understanding of our phenomenon of interest, and to ensure analytical rigor (Creswell, 2007; Yin, 2009 ). This article will focus on findings from 28 in-person interviews with CHC staff that were conducted across the four cases, between November 2011 and February 2012. We focused our analysis on the perspectives and experiences of CHC staff as an indirect source of information about community participation practice with marginalized populations. The community participation initiatives examined were all ongoing participation initiatives. During data collection, there were no planned meetings or events for each initiative that could be observed by the research team for an additional source of information about the process of community participation. A contact person was identified at each CHC site who assisted with the identification and recruitment of study participants. At the beginning of each key informant interview, participants were informed of the study's purpose, the expected contributions of participants and the expected outcomes of the study. The interview guide included questions about how CHC staff members define community participation with marginalized populations, the community participation initiative with marginalized populations (e.g. the approach, strategies and methods employed by the CHC) and staff perspectives on the barriers to engaging marginalized populations in the community participation initiatives (Supplementary Material).
Data management and analysis
All the interviews were audio recorded and transcribed with both the signed and verbal consent of the informants. Key informant interviews were analyzed using QSR NVivo 10 software, to facilitate data management and to enhance the systematic organization and examination of the data. Each interview was transcribed verbatim and electronically coded through line-by-line analysis by the primary investigator (Corbin and Strauss, 2008) . Constant comparative analysis was conducted using an iterative process to identify major themes and concepts that are both descriptive themes (coding text directly from transcripts) and interpretive themes (grouping similar descriptive codes together to identify themes) (Creswell, 2007; Corbin and Strauss, 2008) . This process involved moving iteratively between transcripts, memos, notes and the documents, and comparing themes across the interview transcripts (Creswell, 2007; Corbin and Strauss, 2008) . A cross-case analysis compared the data collected from the four cases to achieve two purposes: (i) to explore how CHC staff conceptualize community participation with marginalized populations; and (ii) to describe and compare four community participation initiatives with respect to their approach, strategies and methods for involving different marginalized populations.
FINDINGS
Our findings are organized around the following four themes: (i) the multiple layers of barriers that influence the participation of marginalized populations; (ii) the approach and strategies taken by CHCs to remove these barriers; (iii) the methods employed in the community participation initiatives to enable the participation of marginalized populations and (iv) the challenges with the community development approach used to guide participation with marginalized populations.
Barriers to participation for marginalized populations
When asked to define community participation with marginalized populations, key informants described it, first and foremost, in relation to the barriers posed by marginalization itself (Table 3) . Regardless of how marginality arises, informants described these populations as sharing similar experiences with social and economic exclusion. The result of this is described below A big challenge with engaging marginalized communities is that they are socially isolated, they're depressed, they're disheartened, they're disappointed, and they don't believe change is possible. They simply do not have the luxury to participate because of their life circumstances. (Participant, CHC 1) One key informant talked specifically about 'a loss of trust' as a challenge to recruiting and retaining the involvement of newcomers and immigrants. Distrust and skepticism toward community participation initiatives, in general, were shaped by their past experience with being excluded from political or community decision making either in their home or host country. The experience of being marginalized, therefore, no matter what form it takes, presents a basic set of challenges for CHCs to engage with them. The social and economic circumstances of marginalized individuals can result in a loss of confidence to express their views or to believe that these views will be heard. The specific barriers experienced by marginalized populations were also described in a more nuanced way, as an additional layer, related to social and cultural characteristics and personal experiences with marginalization (Table 3 ). There were similarities and differences in the barriers described in relation to the social and cultural characteristics of each marginalized population. Illiteracy and English language proficiency was a similar barrier described for newcomers, immigrants, francophone seniors and the Low-German Speaking Mennonites (LGSM). These communication barriers influenced their self-esteem and contributed to feelings of embarrassment in community participation opportunities. As described by one key informant, the LGSM population 'felt shy to expose their illiteracy' (Participant, CHC 1). One barrier specific to immigrant and francophone seniors is memory loss, as a normal experience with old age, which pose further challenges with the capacity of seniors to participate.
Financial hardship resulting from unemployment was identified as a particular barrier to participation for newcomer immigrants. The unemployment of newcomers negatively impacts their self-esteem and their belief that their economic conditions will improve. One informant describes this experience as such:
The number of internationally educated immigrants who cannot find work in their field is probably the largest factor that has an impact on people's level of stress, mental health, their self-esteem, how they feel about having come here, and what they think their future holds. (Participant, CHC 2) As expected, the mental stress caused by their economic circumstances shapes their motivation to attend community participation initiatives.
Approach and strategies for addressing the barriers to participation for marginalized populations Key informants reflected both on their efforts to engage marginalized populations both in terms of the barriers arising from marginalization and their approach to addressing these barriers. Fundamental to their efforts at addressing these barriers is the community development approach, which focuses on strengthening capacities of marginalized people that result in 'improved self-esteem and confidence to participate in the planning and decision making for their health care' (Participant, CHC 2).
The process of building self-esteem and confidence was described by another key informant as incremental, often beginning with capacity-building activities that build 'success around small issues' such as, strengthening problem-solving abilities and knowledge, before moving on to tackle more 'deeply rooted' issues such as access to services, unemployment, among others (Participant, CHC 2).
The same community development principles that were put forward by CHCs for addressing marginalization as a generic barrier to participation also informed the development of strategies and processes for overcoming the more specific social and cultural barriers related to specific marginalized populations (Table 4) . Two strategies used across the initiatives examined included the training of peer-leaders and the development of community stakeholder partnerships, which both emphasize the community development principles of capacity-building and creating relationships. Table 4 describes the number of ways that peer-leaders and formal partnerships were used and with varied results in the participation initiatives that were examined. Peer-leaders are trained volunteer facilitators of community participation with marginalized populations. They are normally members of the marginalized population and, therefore, provide valuable information to CHCs about the population's demographics, their culture, health problems and barriers to participation. Their involvement is aimed at helping CHCs to 'bridge connections and relationships' with the marginalized population (Participant, CHC 3). For instance, peerleaders were used in the Prenatal and Well Child program to help build social support networks and reduce social isolation in this population. Peer-leaders were used in the Seniors Wrap-Around Program to build social support networks among seniors in the community, facilitate wrap-around care for seniors, promote their health literacy and engage them in the planning of health services and programs.
Community stakeholder partnerships with other community agencies helped build CHC capacity by gaining greater insight into the complexity of marginalization and its impact on the health of the populations they serve. CHC partnerships involved a formal process of 'sharing resources and knowledge with other experienced organizations, community groups, and health professionals, along with the local knowledge and experience of marginalized populations' (Participant, CHC 3). The Seniors Wrap 
From approaches to methods
In contrast to the emphasis placed on describing the barriers to participation and the strategies used to address them, key informants provided much less detail about the specific methods used to engage marginalized populations in the planning and decision making for health services and/or programs. While there was little discussion on the methods of engagement, focus groups were described as the principal method used in three participation initiatives: (i) for health services planning for immigrant and francophone seniors (Senior's Wrap Around Program, CHC 3); (ii) to discuss refugee women's experiences with physical and verbal partner abuse and relevant health and social services (Neighbors, Friends and Family Campaign initiative, CHC 4) and (iii) to design culturally appropriate mental health services for newcomers (Expressive Arts Program, CHC 2). Respondents reported that the informal and unstructured dialog used in focus groups allowed newcomer's to draw on their own capacities and knowledge to define the health issue(s), exchange ideas and 'talk about what barriers they've experienced with the health care system' (Key informant, CHC 2). Key informants also described two specific techniques that were used to elicit discussion within the focus groups for the Seniors' Wrap Around Program and the Neighbors, Friends and Family Campaign initiative. These included café style table and storytelling conversations, which created a comfortable environment for immigrant refugee women to share difficult and painful stories with abuse, and for seniors to improve their health literacy and build social relationships with other seniors in their community.
In discussing their rationale for selecting the methods used in the community participation initiatives, key informants described a 'trial by practice' process to 'see what works' rather than decisions informed by prior assessment of methods. Key informants described that changes within a community such as, social dynamics or cultural practices, made it difficult to know early on which method to use. This practice was illustrated in the Neighbors, Friends and Family Campaign initiative's engagement of immigrant and refugee women: Choosing a method for participation, therefore, is not always straightforward. According to key informants, the methods they used to engage marginalized populations were shaped by their experience, by trying out different methods with different marginalized populations. CHC staff and provider uncertainty about the appropriate participation methods to use to engage marginalized populations may explain their limited focus on evaluating their community participation initiatives and, hence, their focus on reaching 'desired outcomes' instead of proximate outcomes from the initiatives.
Challenges to the community development approach to participation
In general, our key informants viewed the community development approach and related strategies for addressing the barriers to participation for marginalized populations very favorably. However, key informants in the Prenatal and Well Child Program explained that cultural norms and values in the LGSM population shaped their values toward participation and could not be easily address through capacity-building. More specifically, their cultural constructions of illness and prevention (i.e. beliefs of illness or disease causation and the remedies or practices for health protection), and religious beliefs on childbearing, were described to influence the decision of some members of the population to participate in the planning and decision making for prenatal and child health services. One key informant describes how the cultural values of LGSM's shaped preventative health practices among this population:
The idea of preventative health practices among our Mennonite clients is not part of their notion of health [. . .] So for example, for the low German speaking Mennonite population, the practice of healthy eating during pregnancy to ensure your baby is healthy is not a preventative health practice that they value . . . (Participant, CHC 1) The challenges of engaging the LGSM population in community participation initiatives is also believed to be influenced by their values toward education, which are portrayed as a 'hesitation [among the LGSM] to become too worldly [. . .] It is common for children of the [LGSM] to only complete up to grade eight schooling' (Participant, CHC 1). Another key informant explains that the low education among the Mennonite population relates to their world views and belief system: 'their whole value system does have an impact on whether or not it is important to them to be educated or to self-educate. It determines how they value education. It determines how they value, even self-management of their own health' (Participant, CHC 1). Additionally, in the LGSM population, key informants described how gender norms have prevented some LGSM women from participating in formal education and other types of knowledge seeking opportunities outside the home. One key informant talked about LGSM women's 'domestic responsibility to the family' and their predominate role in 'childbearing, childrearing and housework' (Participant, CHC 1). This gender hierarchy was described as inhibiting the participation of LGSM women in both capacity-building activities and in opportunities to participate in the planning and decision making of programs and services.
DISCUSSION
The World Health Report 2008 entitled Primary health care: now more than ever called for PHC to be renewed. For this reason, it is timely to review the principle of community participation and assess the approaches, strategies and methods for engaging marginalized populations, to inform the criteria against which community participation initiatives in the health sector might be evaluated in the future. Despite a growing interest in the tools and indicators for evaluating the impact and outcomes of community participation, measured in terms of changes in knowledge or improved health services, few efforts have been made to explore the process of community participation with marginalized populations (Baatiema et al., 2013) .
Our findings from this study highlight several key messages regarding community participation with marginalized populations. First, our results demonstrate that engaging marginalized populations involves addressing several layers of barriers related to marginalization and the associated social and cultural characteristics of marginalized populations. CHCs and health service organizations seeking to involve marginalized populations in the planning of and decision making about health services need to acknowledge and attend to these barriers at an early stage in the design of community participation initiatives. Our findings also offer a more nuanced view of how the community development principles might be used to address the barriers to participation for marginalized populations and the circumstances under which they may be more or less suitable. The community development principles applied to the community participation initiatives examined reflects a process that begins with an understanding of the social and cultural characteristics of the marginalized population; strategies for building their capacities, skills and knowledge; connecting members of the population around a common health issue(s) and building a relationship between the CHC and their client population. For several of the community participation initiatives examined, community development principles shaped the strategies that were used to address the barriers to participation experienced by marginalized populations. For example, employing peerleaders focused on the community development principles of capacity-building and the relationships formed with the marginalized population.
While these strategies enabled the participation of most marginalized populations involved in the community participation initiatives examined, a notable exception was the LGSM population, whose cultural values and beliefs -that shape their cultural construction and understanding of health and illness, values toward education and gender norms for women-influenced their motivation and willingness to participate. This finding is consistent with current research examining the motivations of those who take part in participation initiatives (Barnes et al., 2006; Bandesha and Litva, 2005; Barnes et al., 2012) . Among the factors that have been identified in the literature to influence the decision of individuals to participate (or not) include: a commitment to a specific ethnic or cultural group (Barnes et al., 2006) ; commitments to a set of values (Harwood, 2005; Boneham and Sixsmith, 2006) ; personal experiences of marginalization, disadvantage or oppression (Campbell and McLean, 2002; De Freitas, 2013) and the design of a participatory initiative (Zapata, 2009; Barnes et al., 2012) .
Second, our findings revealed similarities in the informal techniques used for supporting the participation of marginalized populations in the methods used to engage them. Café meeting tables and storytelling were used in the engagement process to support the sharing of personal stories and experiences among group members and a safe and comfortable environment for them to talk about difficult and sensitive health issues. Several scholars including Young (Young, 1996) , Dryzek (Dryzek, 2000) , and Williams, Labonte and O'Brien (Williams et al., 2003) have promoted the benefits of storytelling as an appropriate form of communication within a public participation process involving marginalized populations. Through storytelling, people may discover new selfperceptions and strengths, express their frustrations and build trust and connection with other people (Young, 1996; Williams et al., 2003) . The use of informal techniques in participation initiatives with marginalized populations differs from more structured public participation initiatives that incorporate deliberations on public issues to reach reasoned and informed decisions to be implemented.
Our findings highlight a third key message related to the absence of evaluation efforts employed by CHCs to assess the effectiveness of the participation approaches, strategies and methods they are using. This dearth of activity might be related to the 'trial by practice' approach described by key informants for engaging marginalized populations. Staff and providers focused their attention on the broader strategies for addressing the barriers to participation for marginalized populations, rather than focusing on the specific methods used to engage them informed by rigorous evaluation. Key informants talked in particular about the challenges of knowing which methods were suitable for particular marginalized populations because of the changes in cultural values and practices, and the social dynamics in these populations. However, despite the social and cultural differences among marginalized populations, a similar method (e.g. focus groups) was used to engage them. This suggests that there may be common features in the methods and engagement process that are applicable to the design of community participation initiatives for a wide range of marginalized populations.
Our findings suggest a number of opportunities for future research initiatives. First, further research is needed to isolate the key influences that the community development approach to participation has had in enabling the participation of marginalized populations and on changes to improved health service delivery for these populations. Second, in light of our findings on the barriers to participation for marginalized populations, there is a need for further contextualized analysis of the motivations and willingness of marginalized populations to participate. Our findings demonstrate that creating opportunities to involve marginalized populations does not necessarily mean they will decide to participate. Also, further research should examine if marginalized people's perception of their barriers to participate in decision making is understood similarly to the perceptions of CHC staff reported in this study. Third, future research is needed to examine the experiences of marginalized populations with their involvement in community participation initiatives, to inform the design of strategies and methods for engaging them in the planning of and decision making for health services. Lastly, by deepening our understanding of community participation with marginalized populations, including the methods used to engage these populations, and to support and enable their participation, our findings have taken an important step toward strengthening the capacity of CHCs and other health service organizations to rigorously evaluate community participation processes with these populations. Future evaluations of the strategies and participation methods used with marginalized populations will help to delineate which strategies and methods are appropriate for different marginalized populations and in different contexts.
Our findings also provide insights on future practices for community participation with marginalized populations. CHCs and other health service organizations seeking to engage marginalized populations need to find ways and provide conditions that allow marginalized people to overcome factors impeding their participation. This study showed the efforts by CHCs to create conditions for participation of marginalized populations, such as employing peer-leaders and the use of storytelling to discuss issues. The challenge with the community development approach to participation is that it is one-directional. The approach focuses on enabling change within individuals, by building their skills and knowledge and capacity-building activities, and engagement is often initiated by the organization. Cornwall makes a distinction between 'invited spaces' for participation that, no matter how participatory they seem to be, are still structured and owned by those who provide them' as compared with 'opportunities [for participation] that people create for themselves' [ (Cornwall, 2008), p. 275] . In the context of community participation with marginalized populations as a future activity, it is important that participatory processes are multi-directional, in that both service providers and the client population are actively engaged in the participatory process and equally benefit from improved knowledge and skills.
Despite the significant insights yielded from this study, our findings should be considered within the limitation of the study's methodology, which relied on the views of CHC staff and providers as an indirect source of information about how community development principles were used to address the barriers to participation for different marginalized populations, and how these principles enabled their participation. Further investigation is needed into how the community development approach to participation is perceived by those whom it is intended to engage.
CONCLUSION
Findings from this study provide further insight into the role of the community development approach to enable the participation of marginalized populations. CHCs seek to address the barriers to marginalized populations' participation by emphasizing a community development approach to participation, which aims to strengthen the community's capacity for ownership in planning and decision making for health services and programs. This approach has not been systematically evaluated by CHCs to assess whether it has been effective in eliminating barriers to participation that marginalized individual's experience. The emphasis placed on community development principles to enable the participation of marginalized populations assumes an underlying willingness to participate among all marginalized populations. The impediments to participation that relate to cultural values and beliefs suggest that there may be different levels of willingness to participate among different marginalized populations. Given these findings, the claims made for community development, as the one-size-fits-all approach to enabling community participation with marginalized populations, should be re-considered in the context of a population's values toward participating in planning for and decision making about their health care. The challenge for community development is to both enable marginalized populations to have a voice and influence, and help provide whatever support is needed-capacitybuilding, self-esteem and building relationships-while also acknowledging the different underlying values that marginalized populations hold toward participation in health service planning and decision making.
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